Adults with low literacy are less empowered to take care of their health, have poorer health outcomes and higher healthcare costs. We facilitated partnerships between adult literacy teachers and community health providers to deliver a health literacy training program in adult basic education classrooms. Following course completion we interviewed 19 adult education teachers (15 delivering the health literacy program; 4 delivering standard literacy classes) and four community health providers (CHPs) about their experiences, and analysed transcripts using Framework analysis. Written feedback from eight teachers on specific course content was added to the Framework. Health literacy teachers reported a noticeable improvement in their student's health behaviours, confidence, vocabulary to communicate about health, understanding of the health system and language, literacy and numeracy skills. CHP participation was perceived by teachers and CHPs as very successful, with teachers and CHPs reporting they complemented each other's skills. The logistics of coordinating CHPs within the constraints of the adult education setting was a significant obstacle to CHP participation. This study adds to existing evidence that health is an engaging topic for adult learners, and health literacy can be successfully implemented in an adult basic learning curriculum to empower learners to better manage their health. Health workers can deliver targeted health messages in this environment, and introduce local health services. Investment in adult literacy programs teaching health content has potential both to meet the goals of adult language and literacy programs and deliver health benefit in vulnerable populations.
INTRODUCTION
Developing both literacy (skills enabling access to knowledge and information (UNESCO, 2006) ) and health literacy (health-related skills and knowledge (Nutbeam, 2000 ; US Department of Health and Human Services, 2000; Institute of Medicine, 2004) ) can empower individuals and groups to participate more fully in social and economic life, including greater workforce participation (Danziger et al., 2000) . The impacts of low health literacy include higher disease burden, higher healthcare costs and poorer health outcomes (Berkman et al., 2011) . One way to improve health literacy is through structured education (Nutbeam, 2009) , such as language and literacy classes in adult education centres (Diehl, 2007; Hoeft et al., 2007; Soricone et al., 2007; Levy et al., 2008; Tavistock Institute and Shared Intelligence, 2008; Chervin et al., 2012; Soto Mas et al., 2015) including community colleges, migrant language programs and technical colleges.
Opportunities for patient education are limited within the health system, and tend to be didactic, of short duration (Freedman et al., 2011) and focused on specific knowledge rather than skill development. Integrating health content into language, literacy and numeracy classes permits learners to explore the language of health, understand the health system and build confidence for effective communication with health workers. Evidence suggests that the reach of these programs extends beyond the classroom and into communities as learners share new knowledge with family and friends (Tassi and Ashraf, 2008; Freedman et al., 2011) . In Australia, health literacy initiatives are relatively few and have typically been led by the health (rather than education) sector (Black, 2012) . Despite calls for partnerships between these sectors (Rudd and Moeykens, 1999; Institute of Medicine, 2004; Wickert and McGuirk, 2005) , partnerships are rare and undocumented (Black et al., 2013) . The health and education environments have operated as silos (Gillis, 2004) , both from a public policy and professional perspective.
We sought to develop cross-sector collaborations drawing on unique skillsets of adult educators and local health professionals. Community health providers (CHPs) are clinical and public health professionals who deliver a range of community-based prevention, early intervention, assessment, treatment, health maintenance and continuing care services, including providing health education on a range of priority topics in the communities they serve. They have detailed knowledge of local health services and how to access them, which adult education teachers would not normally have. Bringing community health providers into the adult education classroom may extend the reach of their services outside the health setting. This is particularly important for newer migrants, who may be accustomed to a different model of healthcare delivery (Mahmoud and Hou, 2012; Jervelund et al., 2017; Tynell et al., 2017) . Adult educators can support health professionals to break down complex concepts and explain them in clear language.
In a previous feasibility study, we reported positive outcomes for students and teachers from a health literacy intervention embedded in an adult education course . This program was designed to be suitable for adult basic education (ABE) classes, and had additional content in each unit targeted for English as a second language (ESL) students. The program covered health knowledge and skills, including how to read health information (such as a medicine label or food label) and skills for communicating with health professionals (e.g. asking questions, talking to your doctor). The current study, detailed in (McCaffery et al., 2016) adds a novel shared decision making program, described and reported elsewhere (Muscat et al., 2015) . This paper builds on earlier work by engaging community health providers directly in adult learning programs. We wanted to understand perceptions of adult educators and community health providers both of the added value of this direct engagement, and of potential benefit for the students.
METHODS
This qualitative study is integrated within a 2014 randomized controlled trial involving 14 matched pairs of ABE classes (McCaffery et al., 2016) at Australian colleges of Technical and Further Education (TAFE) . A diverse cohort of Australian-born and migrant (from more than 50 countries) students completed approximately 18 weeks of language, literacy and numeracy (LLN) classes as part of an existing ABE program, covering either health (HL) or non-health (standard LLN) topics. Students were 72% female, average age was 46.3 (SD 14.8), 60% spoke a language other than English at home, and 38% were caring for children. Approximately 65% reported a longstanding disability or illness, most commonly arthritis (17%), back pain (29%) and anxiety/depression (22%). Almost half (41%) self-reported their health status as 'fair' or 'poor' and 60-75% were identified as having limited health literacy according to brief screening measures. Employment status is unknown for approximately onethird of the sample; of the remainder (n ¼ 182) a small number were employed full time (4%) and slightly more part time (10%). Some students were enrolled as a condition of their social security payment. There was considerable student diversity both within and between classes.
The health literacy program had 10 core units (covering taking temperature, reading medicine and food labels, understanding food serves, communicating with health professionals and shared decision-making) and 21 additional topics (including buying and using medicines, food safety, immunization and screening, being active) available to teaching staff [see Table 1 in McCaffery et al. (2016) ]. Some classes were shared between two or more teachers, and one HL class completed the program as an intensive 9-week course. Teachers of the standard LLN classes were asked not to teach health content during the trial.
After confirming the adult education sites delivering the HL intervention, we approached managers of local community health services to identify suitable CHPs within their service, and facilitated contact between teachers and health providers. Instructions for the collaboration were not prescriptive, to permit flexibility. CHPs supported four classes in total. They spent variable time in providing support, ranging from 4 h to 3 days engaging with the program (including preparation, class visit and follow-up). Following course completion, we invited teachers and CHPs to participate in semistructured interviews using a topic guide. Teachers of standard LLN classes (SLLN) were interviewed about the content, themes and skills they covered, both for comparison and to explore potential for contamination. We asked all teachers about course impact (on LLN skills, attendance, engagement, health knowledge), and asked HL teachers for their attitudes and feedback towards both the course and the CHP collaboration. Topics for CHP interviews included role perceptions and choice of approach, and barriers and facilitators to working together. We also asked HL teachers to complete a feedback form from the teaching manuals for the activities they completed in class. See Appendix 1 for full detail.
During the implementation phase of this project both the adult education provider (TAFE NSW) and the community health services provider (NSW Health) were undergoing large-scale organizational restructuring, and these changes impacted the time available for staff to dedicate to planning the health literacy classes, and defining roles within the project. Establishing contact with the appropriate community health provider was a significant challenge. For the majority of sites, no contact was identified within community health, and for others, it was often too late in semester to coordinate schedules and/or maximise impact.
Analysis
Interviews were analysed according to the five key steps of Framework Analysis by researchers trained in psychology and qualitative methods, using a thematic matrix to organise data (Ritchie et al., 2003) . SM read a sample of transcripts (familiarization) and developed a provisional thematic coding framework (identification) based on the research questions and recurrent issues from interviews. The framework was revised by HS and HD, following which SM and EL coded a selection of transcripts and summarized themes (indexing). The framework was again revised by SM and EL, and EL applied the final coding framework to all transcripts and relevant written feedback was added to the framework (charting; see Appendix 2). The findings and interpretation were discussed by the authors to reach consensus (mapping and interpretation). The process was conducted independently for teacher and CHPs, with the final findings brought together at the end.
RESULTS
The analysis includes all teachers and CHPs who could be interviewed, plus data from the HL teacher feedback forms. We present four themes identified within the data: experiences with the literacy program, perceptions of impact on students, experience of CHP collaboration and suggestions for future.
Participant characteristics
Interviewees were 15 teachers of (10) health literacy classes, and 4 teachers of (4) standard LLN classes. Most teachers were aged 45-54 (n ¼ 4) or 55-64 (n ¼ 11). All health literacy teachers and one standard LLN teacher reported having taught some health content before, but this consisted of occasional lessons rather than as part of a formal curriculum. Mean teaching experience of health literacy teachers was 14.6 years (range: 1-34), most had similar experience teaching low literacy students (mean: 12, range: 1-32). Standard LLN teachers had mean teaching experience of 19.8 years (range: 7-29); and 17.5 years with low literacy students (range: 5-29). Some classes were taught by multiple teachers. Feedback forms were returned by eight teachers. Several teachers could not be contacted following course completion because they lost their jobs in the restructure. A total of 13 HL and 4 SLLN classes are represented in the data.
In total, four classes were supported by health workers, and all CHPs (n ¼ 4) were interviewed. CHPs were aged 45-55 and employed as GP Liaison Nurses (n ¼ 2), Health Promotion Officer (n ¼ 1) or Multicultural Health Literacy Trainer (n ¼ 1), and had 13-35 years' experience as health workers (mean ¼ 21). Two CHPs worked as a pair and visited two different HL classes.
Experience with the (health) literacy program
Skill development: language, literacy, numeracy, speaking, listening Teachers noted that their primary objective is to equip students with skills to cope in real life situations (e.g. completing forms, oral communication), and HL teachers reported that students were eager to continue building those skills in a health context. Reports of LLN skill development within HL classes were mixed, due to the different demographic and learning profiles of students, and different approaches to teaching the course.
'the aural communication was really important for that particular student group . . . in terms of written skills, . . . more detailed understanding for something such as a food label, was also very helpful as well. ' (HLT3) Most HL teachers mentioned that their students improved reading and writing skills; however, some thought there were not enough spelling, writing or numeracy activities or skill development within the health literacy program. One teacher felt her students had deteriorated in their reading and writing skills because the level of English was too difficult for that class. Others reported that the course was well suited to numeracy work, and one teacher expressed amazement that a student with an intellectual disability had understood complex numerical concepts such as percentage. Teachers noted that a 'talking on the telephone' unit was useful because many students reported anxiety or difficulty talking on the telephone.
Teachers of SLLN classes also reported their students improved their skills through targeted (non-health) activities.
'many of them are back this year with just continuing on their literacy, numeracy skills. . . . numeracy, understand fractions and decimals, and relating that to their personal finances . . . They learnt a lot in that'. (SLLN T3) Fit with learning objectives HL teachers were overwhelmingly positive about the course, with several commenting that it was far more in depth than any health content they had taught previously. Several teachers thought it was a great fit for the learning environment and focus on developing literacy and life skills, particularly with recent migrants who are still learning English.
'it actually fits really well because our students come in . . . wanting to improve their reading and writing skills for their own lifestyle and to improve their ability to interact with the community . . . my students have right across, said we want to keep doing stuff about our health because we're understanding more words and being able to talk to our doctors better'. (HLT7) Reports about how well the health literacy program fit with the context and objectives of the adult learning environment were mixed, which may have been related to how organization-wide changes at TAFE were interpreted or the implementation timetable at an institute or campus level. Teachers who reported a good fit spoke in terms of their LLN objectives and how the program fit those; teachers who found it a poor fit referred to the new 'workplace focus', a feature of the restructure, and thought it might have more success in places like community colleges, libraries or health classes. One teacher commented that numeracy activities were a core workplace skill and well covered in the program. Another remarked that health was essential for effective workplace engagement.
Student interest and engagement HL teachers reported a high degree of engagement amongst their students, noting that the real-life applications held their attention, and was reflected in few absentee days and improved retention in the course.
' . . . there were very few absentee days' (HL T13) ' . . . It was the only class that basically started with the same number of students at the beginning and the end'. (HL T14) One of the factors thought to drive engagement was the sharing of personal experiences, which helped develop group cohesion; however, not all topics were relevant to all students, and teachers noted that at times it was difficult to maintain attention of the whole group. Other student characteristics associated with engagement were age and language background. Teachers reported that younger students (in their late teens and early 20 s) were less engaged with the course, although they may have developed interest during semester.
Several teachers of predominantly native-English speaking students reported the class became bored repeating similar (core) activities focused on oral communication.
'they got a bit sick of . . . telling your doctor what's wrong, talking with your doctor, and telling your doctor questions'. (HL T1) On the other hand, teachers of students who were still developing vocabulary and confidence to communicate about health in English found those same activities extremely helpful. Teachers observed that students seemed to be particularly engaged with the practical activities, and reading and understanding food labels was reported by many to be a favourite topic.
'I don't think they really thought about food labels much before. I think that was quite interesting for them'. (HL T1) Some teachers mentioned that they had received enquiries from other students about the health course, which suggests students were sufficiently engaged to discuss it outside the classroom.
Teachers of standard LLN classes also reported high levels of student engagement.
'I had a really good group who were interested'. (SLLN T2)
Impact
Health behaviours and lifestyle HL teachers reported that students learned about healthier food choices and serve sizes (including weighing and measuring food), could make the connection between portion size and weight, and gained insights into their own diets from a food diary activity. Some reported their students came up with meal ideas during food budgeting activities that included using shopping dockets or online supermarkets to help illustrate a variety of healthy meals and costs per meal; however, not all students were convinced that healthy food was affordable.
'Some students still adamant that healthy food is expensive'. (HLT18)
Teachers reported having observed their students making changes to health behaviours and habits, such as drinking water in place of soft drinks, bringing healthier options for lunch or making healthy food goals, and that this had a positive impact on the students. One teacher recalled a student who had been advised by their employment counsellor to lose weight and adopt a healthier lifestyle, and whose behaviour change efforts were reinforced by the health literacy program. Other teachers commented that it was very difficult to change deeply entrenched habits and mindsets, especially in such a short time frame. This was compounded with students for whom language was a barrier, and those who were not responsible for the shopping and cooking. Teachers of the standard LLN program reported they did not teach health topics and did not observe any changes to their students' health behaviours.
'They didn't improve at all'. (SLLN T3)
Navigating the health system. HL teachers noted that students from migrant backgrounds often did not understand how the Australian health system operates, and one teacher reported her students had claimed the course was 'life-changing' in that respect. Several teachers reported the Prescriptions unit was particularly helpful because their students had no prior knowledge of the pharmaceutical rebates that can reduce spending on medicines; one teacher noted that at least half the class remembered the exact threshold limit for pharmaceutical rebate.
'there was one woman who had a couple, or two or three asthmatic kids, and she was on the verge of spending all this money. So she had no idea she could claim it back . . . '. (HL T6).
Health literacy teachers reported their students increased their knowledge and skills both to engage in clinical encounters and manage health issues as they occur. This included confidence to try things they had not done before, know how to fill in forms or know what to do when things go wrong.
'knowing what to do, like, if this medicine doesn't agree with me not stop taking it, go and ask your doctor. Well, you know, that's something they didn't know . . . So, you know, to be able to empower them by staying stop taking it, see the doctor was very clear'. (HL T6) Communication skills. Health literacy teachers commented that students improved in confidence to communicate about health, becoming more assertive with health professionals and asking questions of their pharmacist, with many reporting they now wrote questions down before seeing the doctor. One teacher mentioned that a student who had needed to call an ambulance due to an accident near home reported it had been very helpful to know what to ask and what to say. Another student missed a class due to a bad reaction to medication, and classmates were able to ask that person lots of questions about it.
The classes also provided an opportunity to discuss barriers and enablers for communicating with health professionals.
'Planning what to say to the doctor . . . was challenging for some students; some were reluctant to give clear and precise info about an illness if doctor was new/opposite gender than them/culturally different to student; through discussion and student input we were able to identify some strategies to help, such as taking a family member'. 
Collaboration with community health providers
The content and approach of the CHP was determined between the teacher and CHP, depending on time available and student needs. Skills and knowledge discussed included how to build relationships with health professionals (e.g. primary care provider, pharmacist); immunization and hand hygiene; and services covered (e.g. availability and pathways to access) including community health and mental health services. CHPs also distributed leaflets, answered questions and arranged presentations from relevant providers. The CHPs who participated in this study all had experience linking people with health services and/or working with multicultural populations, so felt this project was a good fit for their role. Some CHPs said they appreciated having the teacher present to ensure they were using appropriate vocabulary and speaking at a pace that students could understand.
The teachers whose classes were visited by a CHP were very positive about the experience. Several teachers expressed disappointment that they did not have CHP support, as they did not have the knowledge to answer specific health questions raised by their students. Others thought their students could also benefit from an expert in mental health or domestic violence. Several teachers expressed scepticism about the idea of community health providers presenting information to students as part of the health literacy program, noting from experience that it is very easy for guest speakers to sound patronizing, either by speaking too slowly or too loudly. This was not raised as problematic by any teachers working with a CHP; indeed one teacher noted her class had very poor English skills and the CHP related to them well and students responded well.
Impact of CHP visit
One CHP noted from experience that many new migrants do not understand that healthcare in Australia may be different from their home countries, or that hospital is usually not the first point of contact for healthcare. Thus, simply by educating people about accessing health services there is a potential to reduce unnecessary emergency department visits. ' [I covered] the general service of health, general health access, access to health services, to Australia . . . there were many new around English . . . So that was, the main thing they want to know about, how to access in case of emergency . . . services that hospital provide, the community health, and the doctors and specialists. . . . the big picture of the health service in Australia'. (CHP 3) Another observed that although the number of students they had direct contact with was small, the impact may be magnified when those people become empowered and share what they have learned with their community-and CHPs noted that many of the questions students asked them were in relation to family and friends. One CHP commented that the teacher she worked with said she had learned a lot about different government health services available during the class visit; and one student had remarked she had been in Australia 13 years without knowing about multicultural health services.
Limitations and suggestions for future
Time was a significant obstacle in the implementation of this program, for both teachers and CHPs. HL teachers commented that the volume of content required significant preparation time, and left them little time for revision. Some feedback from teachers suggested they felt compelled to complete all units in the teaching manuals (rather than just the core units), or to fit it in with additional content they would normally teach. Teachers also mentioned the need to tailor content to the needs of students, so that students would not be bored (by topics they already knew well) or overwhelmed (by language that was too difficult).
'Well I think it was a very good fit, except for the fact that it was probably too large. but I don't think that's a criticism, I think that just gives you more to choose from'. (HLT6) Some CHPs said they would have appreciated more information about the student demographic so they could better target their presentation to the health needs of that group. (One CHP did visit the teacher prior to attending class, but also reported that it took a morning to do so). One CHP remarked that the teaching manuals lacked specific advice about health services availability and access, and could benefit from further input from heath workers. For example, the (English) language it taught was relevant, but not specific enough to describe an ailment, and there was no information about how to access and use an interpreter. This person thought the program may benefit from more input from health workers who understand the health system at a local level and can describe how to access it.
' . . . health workers think one way and teachers think another . . . this is very much an education resource . . . So . . . just as much input from the health perspective as possible . . . .'. (CHP4) HL Teachers were enthusiastic about the opportunities to expand the program in future, but thought it needed to be formally incorporated into the curriculum in order to gain traction, explicitly aligning the program goals with their teaching objectives.
'I think, if government funding was given and it was . . . one of the units in the courses. . . . that would be the best way to do it because if the opportunity's there people will take it'. (HL T4) CHPs were unanimous in recommending the program for future rollout.
'really we need to empower people . . . to self manage . . . if we can start it . . . at places like TAFE . . . then the message will get out that you don't have to get sick to help, you know you can get help before you get sick to prevent these things . . . . ' (CHP2) One CHP suggested that CHPs could refer suitable clients (e.g. new parents) to the health literacy program. This was viewed as especially important in communities that had a large number of new arrivals, who often lack both language skills and an understanding of available services. CHPs noted that adult education providers had access to a very wide audience, thus it is an ideal venue for health (services) education.
Summary
The high level of student engagement reported by HL teachers and CHPs is an important factor driving the impact on both literacy and health skill development. For the most part HL teachers and CHPs reported that the program fit with their service objectives; however, some teachers expressed concern that it may be incompatible with the increasing workplace focus of TAFE. CHP participation was limited to a few districts within a single city, and it is not known if findings would generalise to other regions. Both teachers and CHPs felt that the program would need to be formally integrated with existing programs in order to be sustainable.
DISCUSSION
The health literacy program was well-received by both teachers and community health providers. Both groups agreed that adult education settings were a feasible venue for delivery of health content, reporting that students were highly engaged and frequently able to apply what they learned in daily living. The adult education setting provides a supportive environment in which students can practice the skills they need to effectively manage their health, such as reading and interpreting medicine labels, navigating the health system, understanding forms and available financial assistance and communicating effectively with health professionals. Through these activities they also improve their literacy (LLN) skills, learn about lifestyle changes they can implement to contribute to both their immediate and long term health, and can share knowledge with their communities.
Unlike many health literacy for English as a second language (ESL) curricula that tend to be specific to demographic and/or health condition (Chen et al., 2015) , this program was sufficiently broad and flexible to cater to both Australian-born native English speakers and new migrants. The environment of trust created in a classroom may encourage learners to speak about their health in ways they might normally feel too inhibited to do (Tassi and Ashraf, 2008; Black, 2012) . The health focus was highly engaging and relevant, and student retention was reported to be high. Given that many students were caring for children, the course may have a cross generational impact if those parents can encourage healthy lifestyle behaviours at home. It was less engaging for younger learners, who may require a more tailored program focused on health topics relevant to younger people (e.g. sexual health, mental health), promoting responsibility and self-efficacy for managing one's own health and using multimedia (e.g. smartphone apps) that younger people may find more engaging.
The collaboration between teachers and CHPs was viewed as highly successful when it occurred. Adult education teachers are skilled in building literacy and communication skills, yet may lack detailed knowledge on health services availability and access. The CHP collaboration helps to bridge this gap. In turn, adult education teachers can complement CHPs' health communication by ensuring the language level is appropriate. Health providers also learn more about working effectively with adults with low literacy (Tassi and Ashraf, 2008) , and bring these competencies back into the health system. In the US, some programs have gone further and involved ABE learners in health literacy classes in designing patient information materials and facilitating connections between health services and their communities (Garner, 2008; McKinney, 2008; Tassi and Ashraf, 2008) .
One of the bigger challenges for teachers was managing what they perceived as the demands of the research program (including data collection activities and covering content) together with the need to build LLN skills in their students. Some teachers reported a lack of clarity about the level or depth with which to explore concepts, or the amount of revision they could build in. These challenges will likely disappear as adult education centres (with guidance from CHPs) take ownership of the course structure and delivery. This might require embedding the health literacy program into course requirements. A challenge that has not been explored is the extent to which students may come to rely on their LLN teacher for health knowledge and information, which has previously been raised as a concern by adult educators (Rudd, 2002; Freedman et al., 2011) . A coordinated approach with guidance for both teachers and CHPs on how to manage this and other challenges would be a useful adjunct. One opportunity for service linkage is to develop activities for students to practice engaging with telephone and online health services, potentially extending the reach of these services.
Limitations
Although the course had a large amount of content, some teachers felt there were insufficient LLN skill development activities. Tailoring the course to the needs of a class requires significant preparation time, which most teachers did not have-although this challenge will likely disappear as teachers become more familiar with the content. It is not known for how long any improvements in student's health behaviours were sustained. Teachers also reported their students often have entrenched beliefs and attitudes about health behaviours (e.g. meal planning and budgeting), and it can be difficult to change these mindsets, especially in a short space of time. Similarly, reported improvements in confidence to communicate may not always translate outside the classroom, particularly if healthcare providers are not supportive. Some teachers were sceptical about the involvement of CHPs, and the overall lack of CHP involvement suggests community health services lacked enthusiasm for the initiative. The number of teachers and CHPs interviewed for this study is relatively small, and may not reflect the experiences of other groups. The CHPs who did become involved in the study may be more skilled and motivated to engage with health literacy initiatives. Furthermore, they were all from Sydney and may not represent other local health districts.
Implications for future
Involving CHPs in the delivery of health-related content in adult education was viewed positively by all participants; however, implementation remains a challenge. Without formal relationships between adult literacy education services and health services the opportunities for collaboration may not be obvious (Rudd and Moeykens, 1999) . The CHPs who did participate reported that this work was closely related to their current role and they felt quite comfortable with it. The lack of engagement from local health districts who were invited to participate but did not nominate a key contact is an important finding that could be due to a number of factors. First, the organizational change experienced by community health management at that time may have made it difficult to nominate an appropriate contact as community health provider roles were changing during this period and their time was focused on implementing new initiatives. Second, the flexible approach to CHP participation in this project may have been difficult to interpret. As the project was a trial, no specifications were set about what the role would entail or the time investment required. Third, a short lead time between identifying sites for the health literacy classes and classes commencing made coordination difficult. This latter point was complicated by organization-wide restructuring and subsequent uncertainty that was underway at both TAFE NSW and NSW Health at the time of this project.
Developing formal partnerships between such agencies in future will require a focused communication and implementation strategy. Seven characteristics of effective literacy partnerships have been identified: sharing a similar value system (e.g. the importance of improved literacy for better health and life choices); partners bringing different sets of needed skills and resources; mutual respect; teamwork; good communication among partners; local flexibility; and sustainable funding (Black et al., 2013) . This latter point is arguably the biggest challenge.
Governments are increasingly recognizing the need to address broader social issues through cross-sector collaboration. If policy makers can open pathways for health and education agencies to work together as partners to increase health literacy within vulnerable populations by leveraging existing programs, this may reduce some of the costs of limited health literacy to both the community and individuals Tynell et al., 2017) . Finally, 'health skills' training may be highly compatible with 'job skills training'. Poor health is a barrier to finding and maintaining employment (Danziger et al., 2000) , and both precarious employment and unemployment are associated with increased risk of mortality, morbidity and psychological ill health (Ferrie et al., 1995; Benach et al., 2014 ). An education program that helps adults to manage these health risks may contribute to meeting policy goals of the health, education and employment sectors.
Health services and adult education services have different goals, different perspectives and different outcomes (Wickert and McGuirk, 2005) , which can make it challenging to align services. This study has illustrated the potential to achieve positive adult learning outcomes and improved health literacy through a well-organized and supported program, despite implementation challenges. One of the key learnings from this and similar programs (e.g. Jervelund et al., 2017) is that teachers must be permitted the flexibility to tailor delivery to the needs of their students. Public policy that supports continued investment in adult learning, and enables delivery of health education within adult education services with explicit support of health service providers is essential to ensure sustainability.
